is being embraced by the expanding specialty of paediatrics, which has broadened its horizons beyond the confines of clinical practice in hospital to include concerns for child health issues in the community, and the investigation and pursuit of preventive approaches to children's health needs. Progress has been made and the pace of change is rapid. The overall goals are clear: to establish a consultant led specialty within paediatrics, which contributes appropriately to a range of 'combined' services,2 providing effective secondary health care for children in both community and hospital settings. The ongoing effects on paediatrics as a whole will be considerable, its centre of gravity will shift,3 and paediatric specialty practice4 will in future need to concern itself as much with its broad community base as with its 'high tech' cutting edge in hospitals.5 6 Residual misunderstanding of the nature and scope of community child health still hinders further developments, particularly as training is now an immediate issue. This paper therefore sets out the contemporary community child health stall, and raises some of the relevant organisational and staffing issues which continue to cause difficulty.
The specialty of community child health SCOPE The specialty has two broad aspects which overlap and complement each other:
(1) Clinical practice: particularly developmental medicine, neurology, all aspects of disability (including special educational and social needs), child protection, adoption, and fostering. (2) There are also disadvantages. First, most consultants in established combined posts have a background consisting almost entirely of hospital experience, suitable senior training posts in the community being a recent development. Areas of work with which they are unfamiliar will have been presented to such consultants, who will either have had to learn on the job (which is less than satisfactory), or they will have delegated these responsibilities to other staff, usually experienced SCMOs. As a result there are obvious leadership and training issues in these areas of work: for example, supervision of such training posts as exist is often inadequate. Secondly, it tends to be community sessions that get squeezed in the inevitable pressure of work in combined appointments. Thirdly, maintaining an acute 'on call' commitment, sufficient to maintain diagnostic and therapeutic sharpness, might also make it difficult to maintain a large community involvement. Finally, providing adequate training in both community and hospital paediatrics would prolong higher specialist training considerably. The longer term place of such combined posts therefore has to be questioned, and they should certainly not be regarded as a universal model. Even the smallest health district will need the equivalent of at least one full time CCPCH. FIRST A CCPCH responsible for a geographical patch of 100 000 total population, and probably also with a wider 'special interest' within a health district, will need at least two senior doctors working with him/her on the patch, in order to ensure a full range of service provision at senior level, including training, research, and adequate cover of annual, study, and sick leave.
Some of these senior doctors might be senior registrars, although creating sufficient training posts for a major service contribution at this level will be difficult. There remains a considerable gap which must be filled by a senior community staff grade, with appropriate career and training structures. In this respect, community child health is essentially different from hospital practice, and the hospital staffing model will not work in the community setting without this modification. The interim report of a Joint Working Party on Medical Services for Children has made a timely and very welcome acknowledgement of this requirement, without which the community senior staffing sums will not add up. 17 The working party also identified the need for an ongoing basic level career grade in community child health,i7 although their report confuses issues of primary and secondary care. Such doctors will be required, probably indefinitely, to complement the contribution of general practice to child health surveillance, and they will provide continuity around the service contribution of staff at senior house officer and registrar level, whose contracts will often be part time, and always short term by community standards. The staffing levels required have yet to be determined, depending on the extensive changes occurring in community child health. Appropriate and ongoing training for these staff must be given priority.
THE FUTURE OF SCMOs AND CMOs
The contribution and skills of SCMOs and CMOs need to be affirmed: the continuity they provide is critical for a successful shift to new patterns of more specialised practice over the next few years. Thereafter, those SCMOs who do not achieve consultant status, and do not retire, will certainly form the basis of the new senior staff grade. Likewise CMOs looking to make a longer term commitment and keen for appropriate training can also use the career structures of the two staff grades.
THE COMMUNITY AS A PLACE TO WORK AND TRAIN
Unlike a hospital, which is a compact, closely knit, and straightforward environment in which to work, the community is diffuse and complex, and much of its work is interdisciplinary, with working environments, such as schools and social service nurseries, not under direct medical or health control. Considerable experience of a particular locality is needed before resources can be used effectively, and building up and maintaining personal professional contacts over time is crucial.
Continuity vested in the individual who fills a post rather than in the post itself is therefore essential, and training posts at senior registrar level need to be for a minimum of two years in one locality, both to ensure an integrated service contribution, and also to acquire in-depth experience as a model for subsequent work at consultant level.
